Non-tuberculous mycobacteria masquerading as aspiration pneumonia in patients with gastrointestinal problems  by Church, Alistair Colin & Watkin, Simon
ARTICLE IN PRESSRespiratory Medicine (2006) 100, 1663–16650954-6111/$ - s
doi:10.1016/j.r
Correspondi
E-mail addrCASE REPORT
Non-tuberculous mycobacteria masquerading as
aspiration pneumonia in patients with
gastrointestinal problems
Alistair Colin Churcha,, Simon WatkinbaPapworth Hospital, Papworth Everard, Cambridge CB3 8RE, UK
bRespiratory Department, Norfolk and Norwich University Hospital, Colney lane, Norwich NR4 7UY, UK
Received 28 November 2005; accepted 31 December 2005KEYWORDS
Achalasia;
Non-tuberculous my-
cobacteria;
Aspiration pneumo-
niaee front matter & 2006
med.2005.12.010
ng author. Tel.: +44 135
ess: colinchurch@doctoSummary The association between non-tuberculous mycobacterial pulmonary
disease and achalasia, although previously documented in the respiratory literature,
is not well recognised generally. We present a case of a female who presents with
weight loss, cough and radiological findings of aspiration pneumonia and achalasia.
A discussion of mechanisms for this association are presented.
& 2006 Elsevier Ltd. All rights reserved.Case report
A previously well 51-year old lifelong non-smoking
woman presented with cough, weight loss, anorex-
ia, dysphagia and vomiting. The cough was worse
when she was lying flat and non-productive.
General examination revealed cachexia with 20%
loss of body weight and no fever. There was
bronchial breathing over the right upper lobe. Her
initial chest X-ray (Fig. 1) revealed a dilated
oesophagus and extensive consolidation with vo-
lume loss in the right upper lobe and the lingula.
A presumptive diagnosis of achalasia with aspira-
tion pneumonia was made and she was commencedElsevier Ltd. All rights reserv
3667832
rs.org.uk (A.C. Church).on amoxicillin and metronidazole. Oesphageal
manometry demonstrated complete lack of peri-
stalsis with feeble and simultaneous contractions,
features compatible with achalasia. Furthermore
oesophagogastroscopy showed a large amount of
fluid and debris in the oesophagus despite a period
of fasting. No strictures were seen.
A computed tomogram of the chest (Fig. 2)
confirmed gross dilatation of the oesophagus with
non-specific consolidation in the right upper lobe
and lingula.
Spirometry showed FEV1 of 2.25 l and FVC 2.8 l.
There was a normochromic normocytic anaemia
with a normal white cell count. CRP was elevated
at 102 units. Routine sputum culture was negative.
Pneumatic dilatation of the lower oesophageal
sphincter was performed. Over the next few daysed.
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Figure 1 CT of thorax showing air bronchograms in right
upper lobe and patchy consolidation on left side. There is
also an obvious debris filled achalsia.
Figure 2 CXR shows extensive consolidation in the right
upper lobe and lingula.
A.C. Church, S. Watkin1664the patients general condition improved and she
was discharged home with appropriate follow up.
Two further oesophageal dilatations were per-
formed and swallowing improved. Six weeks post-
discharge the patient was still coughing and thechest film remained essentially unchanged.
Fibreoptic bronchoscopy was performed to ensure
there was no endobronchial obstruction and to
lavage the right upper lobe. This showed patent
bronchi and lavage was sent for cytology and both
routine and mycobacterial culture.
AAFB smear was negative but the culture
revealed Mycobacterium fortuitum. She was com-
menced on Ciprofloxacin and Clarithromycin.
Sensitivity testing has confirmed subsequently in
vitro sensitivity to these antibiotics.
At last clinic visit her weight was starting to
increase and her cough was resolving.Discussion
The pathogenicity of non-tuberculous mycobacter-
ium (NTM) in humans is now well established. The
incidence has increased possibly as a combination
of better means of detection, more clinical aware-
ness to the problem and perhaps most importantly
the increasing number of immunosuppressed in-
dividuals. The most commonly encountered clinical
situation is of NTM infection in patients who are
elderly and often have underlying chronic lung
disease. However it is becoming increasingly
recognised that there is an association between
NTM and patients with oesophageal motility
problems.
Our case highlights this association. Mycobacteria
have been subclassified into four different groups
according to microbiological, clinical and epide-
miological features: M. tuberculosis, M. leprae,
slowly growing mycobacterium and rapidly growing
mycobacteria. M. fortuitum is a member of the
rapidly growing mycobacteria group of which the
other clinically relevent members are M. chelonae
and M. abscessus. These species are environmental
saprophytes and have been isolated from many
areas such as soil, water and animals including fish.
The association between achalasia and NTM has
been recognised since 1953.1 M. fortuitum has
been identified as the most common pathogen in
this situation. The underlying mechanism as to how
this organism in particular should move from a
generally harmless state into a pathogenic one is
not clear. However it is evident from early work on
NTM that inoculation into animals of these organ-
isms in a fatty substrate can precipitate a patho-
genic response.2 Moreover there is growing
evidence that lipoid pneumonia is a predisposing
factor to NTM infection. It is therefore interesting
to postulate that lipid may act in some way as a
trigger to allow the mycobacterium to become
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as this lipid substrate which, when aspirated into
the bronchopulmonary tree, allows disease to
occur.
Achalasia is derived from the Greek meaning
‘‘failure to relax’’. There is loss of peristalsis in the
lower two-thirds of the oesophagus and failure of
relaxation of the lower oesophageal sphincter. The
aetiology in primary achalasia has not yet been
established, although there are cases of achalasia
termed pseudoachalasia, which are a consequence
of underlying diseases such as gastric carcinoma or
Chagas disease. The most common symptoms of
achalasia are dysphagia both for solids and liquids
along with weight loss, heartburn and regurgitation
of food. It is this latter symptom, which is felt to be
the responsible feature for development of the
NTM pulmonary complication. The aspiration is
most common at night when the patient is
recumbent and can frequently result in nocturnal
coughing and dyspnoea, as in our patient.
Review of the literature shows that the classical
symptoms of pulmonary tuberculosis such as fever,
night sweats and weight loss are actually quite
uncommon in these patients.3 Thus a reasonably
high index of suspicion and knowledge of the
association between NTM and achalasia is vital to
make the diagnosis.
The most common radiological finding seen in
patients with achalasia and NTM is basal confluent
shadowing. This can be unilateral or bilateral and
can be alveolar or reticulonodular. It is often very
similar to appearances seen in aspiration pneumo-
nia. Cavitation and upper lobe involvement is
actually quite uncommon in these patients, again
demonstrating the difference between NTM and
classical M. tuberculosis.4Treatment of NTM is different from M. tubercu-
losis. The rapidly growing mycobacteria are often
resistant, in vitro, to many of the commonly used
anti-tuberculous agents. In general they are sus-
ceptible to macrolides, tetracyclines, fluoroquino-
lones and sulphonamides, and sensitivity testing is
recommended against these antibiotics. Treatment
duration is recommended for 9–12 months.
M. fortuitum is generally felt to be cured by antibiotic
therapy although cure rates for the other members of
the rapidly growing mycobacteria are less.5
This case highlights the need for further investi-
gation in a patient with non-resolving aspiration
pneumonia despite adequate antibiotic therapy
and management of the underlying cause. Further-
more samples should always be sent for mycobac-
terial culture and referral to a chest physician
recommended in patients with achalasia and
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